We report our experience of a recently described local anaesthetic technique which seeks to avoid risk of perfor ation of the globe, damage to the optic nerve, or injection into the subarachnoid space, whilst providing prolonged and reliable anaesthesia. A prospective series of 19 patients who underwent vitreoretinal surgery using this technique were compared with 19 patients who had retro bulbar anaesthesia for cataract extraction. The vitreore tinal group had excellent akinesia and very good anaesthesia, allowing prolonged retinal reattachment surgery lasting up to 3 hours. Patient evaluation of dis comfort or pain experienced in the two groups was assessed using a visual analogue pain score chart. The pain scores for the two groups were not significantly dif ferent (p = 0.03) and 16 of 19 patients in each group (84%) experienced only slight pain or less. Satisfaction with local anaesthesia, in both groups, was also assessed by asking patients which method of anaesthesia they would prefer if future surgery were to be performed. In the vitreoretinal group, 18 of 19 patients expressed a pref erence for local anaesthesia and in the cataract group 17 ot 19 also favoured local anaesthesia. The vitreoretinal patients' median pain score was 0 compared with 1 for the cataract patients. This study demonstrates that local anaesthesia provides pain relief for vitreoretinal surgery which is comparable to the experience of patients under going cataract surgery by retrobulbar anaesthesia. The technique described can provide successful local anaes thesia for vitreoretinal procedures. The success of this technique for pain relief and akinesia calls for a reapprai sal of the number of patients suitable for vitreoretinal surgery under local anaesthesia. 
SUMMARY
We report our experience of a recently described local anaesthetic technique which seeks to avoid risk of perfor ation of the globe, damage to the optic nerve, or injection into the subarachnoid space, whilst providing prolonged and reliable anaesthesia. A prospective series of 19 patients who underwent vitreoretinal surgery using this technique were compared with 19 patients who had retro bulbar anaesthesia for cataract extraction. The vitreore tinal group had excellent akinesia and very good anaesthesia, allowing prolonged retinal reattachment surgery lasting up to 3 hours. Patient evaluation of dis comfort or pain experienced in the two groups was assessed using a visual analogue pain score chart. The pain scores for the two groups were not significantly dif ferent (p = 0.03) and 16 of 19 patients in each group (84%) experienced only slight pain or less. Satisfaction with local anaesthesia, in both groups, was also assessed by asking patients which method of anaesthesia they would prefer if future surgery were to be performed. In the vitreoretinal group, 18 of 19 patients expressed a pref erence for local anaesthesia and in the cataract group 17 ot 19 also favoured local anaesthesia. The vitreoretinal patients' median pain score was 0 compared with 1 for the cataract patients. This study demonstrates that local anaesthesia provides pain relief for vitreoretinal surgery which is comparable to the experience of patients under going cataract surgery by retrobulbar anaesthesia. The technique described can provide successful local anaes thesia for vitreoretinal procedures. The success of this technique for pain relief and akinesia calls for a reapprai sal of the number of patients suitable for vitreoretinal surgery under local anaesthesia. between the rectus muscles. The globe slightly proptosed as the solution was given, providing a visible indicator that it was being delivered to the correct location. We used a 50:50 mixture of lignocaine 2% (plain) and bupivacaine 0.75% in a 10 ml syringe from which a top-up of anaes thetic solution can easily be given per-operatively if required.
To assess the efficacy of the anaesthesia, patients were questioned regarding its delivery and any pain or discom fort felt during the subsequent operation. Post-operative 
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patients were shown a visual analogue pain score chart (Fig. 2 ) and asked to decide where on the scale they per ceived any pain or discomfort felt during the operative procedure. If the patient had difficulty reading the chart a verbal rating from 0 to 10 was requested. This approach to pain assessment is commonly used.5-7
Information was recorded as to whether the patient had received a general anaesthetic previously for ocular or non-ocular surgery and whether, if a further ocular oper ation were required, the patient would choose local or general anaesthesia. The nature of the operative procedure was also recorded.
Nineteen patients who received a retrobulbar local anaesthetic for extracapsular cataract surgery were shown the same visual analogue graphical pain score chart and asked to grade any pain or discomfort experienced during the procedure in an identical manner.
RESULTS
Nineteen patients were entered into each group (Table I) . The median pain score for the retinal patients was 0 (mean 0.8) and for the cataract group 1 (mean 1.1). There was no statistically significant difference between the means (Student's t-test and non-parametric Wilcoxon matched pairs signed ranks test, p = 0.03), but the range of pain scores of the retinal group (0-8) was wider than that for the cataract group (0-3). Fig. 3 charts the distribution of pain scores for the two groups, demonstrating that sub stantially more patients had a score of 0 in the retinal group (n = 12) than in the cataract group (n = 6). Sixteen patients in each group (84%) had a pain score of less than 3 (slight pain or less). Pain scores were similar in 5 patients who had a 'conventional' retinal detachment repair and in 14 who underwent vitreoretinal procedures.
Of concern is the one patient in the retinal group who reported a score of 8 (very severe pain), with poor ocular akinesia. The surgeon was aware that the patient was experiencing pain and a top-up of local anaesthetic was given. No previous surgery had been performed and no abnormal tissue adhesion was encountered.
Retinal patients 12 hours post-operatively revealed marked deficits of ocular motility which had resolved on review the following day. Afferent pupillary defect was not assessed since many of the retinal patients had pre operative afferent defects, due to the nature of their pathology. 
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